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PRESIDENT’S MESSAGE
GIVING UP PRIVATE PRACTICE AND THE CORPORATIZATION OF MEDICINE
(PART 1)
After 31 years in private practice I closed my PC medical practice; and
had it taken over by a corporation for one dollar. That is the first
misconception of many that people have; small practices in today’s
world are worthless, and are not sold for profit, or to be a retirement
fund. We get absorbed into a large corporation and are given a salary.
When patients return for a visit to see me, they now have to fill out all
sorts of corporate forms, get asked a lot of personal financial questions,
and complete forms to obtain payment. They cannot see me until it is
done. It is clear to me, and them, that they are not my patients
anymore; but have become the corporation’s clients.
The only choices I had were either to retire, or to get a job. As I still
need to support my children, and build a retirement fund; I needed to
take a job. I never excepted to become rich as a doctor, but I always
thought I would make enough to send my children to school, and retire
at a reasonable age too. Not only is that not possible for me, but I have
not been able to do for my children what my father, who was a doctor,
did for me.
In my last year of practice as an Oncologist, I made just $56,000.00,
even though I grossed close to $2 million dollars in my practice. The
overhead, through government and insurance mandates, and
requirements to continue in practice, were continuing to go up; I would
have needed another $40,000.00 to update my computer systems in
the next year. I realized that I could not afford to stay in private solo
practice any longer.
As an employee of a corporation, payment to the corporation for the
identical services I provided for my patients increased, simply because I
belong to the corporation. So I have explained to my patients that I
had to join a large group in order to continue to see them.
I am at Northern Westchester Hospital, a not-for-profit institution that
has operated in the black for 100 years. But due to the same financial
pressures that happened to me; the hospital sold itself to the Northwell
Group this year. The board of directors felt the hospital could not
survive and thrive on its own.
(Continued on page 8)
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FROM THE EDITOR...
PETER J. ACKER, MD

GOOD NIGHT, IRENE
In the days leading up to Hurricane Irene, I felt an anticipatory
excitement as I followed its course and viewed its gargantuan size on
the satellite images. Of course, I was mindful of the potential
destruction and suffering that such a behemoth was likely to inflict,
but still I could not suppress a boyish enthusiasm at this break from
the mere quotidian and dull weather patterns. Part of it was that I
wasn’t scheduled to be on call and thus would not have to worry
about wending my way through thickets of downed trees and loose
electrical wires in order to see a patient in the emergency room. I
made the usual preparations around the house – gathering loose
objects outside and making sure that we had plenty of batteries and
candles. On Saturday evening my wife and I settled in to await the
storm.
My mind harkened back to the last major hurricane to directly strike
New York: Hurricane Gloria in 1985. I remembered it well because
that was the year that our first child was born, Karen, who is now a
fourth year medical student. She was just 2 months old and as
every new parent will attest, once you have a child you learn to
worry in a whole new way. I was much less casual about that storm.
We taped all our windows of our Queens apartment and placed our
infant daughter in the hall way to avoid any possible broken glass.
I wanted to stay up and watch the storm, but alas I fell asleep and
missed the brunt of the high winds that my neighbors later told me
were quite fierce at about 3 – 4 in the morning. I woke to find that
we had lost power, but the winds had already abated somewhat,
though the rain was coming down in buckets. We ventured out
around midday, and walked up our small street, encountering fallen
trees and neighbors who similarly were out assessing the effect of
this rare event. There is nothing like a storm to bring out neighborly
bonhomie and we chatted amiably, comparing notes and generator
capacities.

Memories from even further back were stirred. Hurricane Donna
struck Miami in 1960 where I spent most of my boyhood (and
interestingly, barreled up the East coast to hit New York dead on).
The atmosphere of my street today was redolent of that in Miami
with branches and debris strewn everywhere. A large tree fell into
our swimming pool and I remember vividly the boyish pleasure of
swimming under the water weaving my way through the branches
until my father spotted me.
(Continued on page 20)
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LAIV VACCINE EFFICACY
The June 2016 ACIP recommendation that LAIV not
be used in the 2016-17 season was made on the basis
of vaccine efficacy (VE) data. During the 2015-16
season, VE data provided by the U.S. Flu VE Network indicated that LAIV had offered no significant
protection against influenza A (H1N1) virus, the predominant flu virus circulating last season, among
study participants ages 2 through 17 years of age.
The preliminary VE for LAIV against any influenza
virus in studied children was 3% (95% CI: -49% to
37%) compared with 63% VE for IIV (95% CI: 52%
to 72%). There was evidence that VE for IIV was statistically better than LAIV for influenza A (H1N1)
virus but not for influenza B viruses; VE for influenza A (H3N2) viruses could not be assessed due to
insufficient data.
The disappointing LAIV VE data from the 2015-16
flu season followed two previous seasons (2013-14
and 2014-15) which also showed poor and/or lower
than expected VE for LAIV.
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ever, healthcare providers seeking to order additional doses of private IIV or RIV vaccine may need to
check more than one supplier or purchase a flu vaccine brand other than the one they normally select.
Healthcare providers who have purchased or preordered private influenza vaccine will need to consult with the manufacturer or vaccine distributor.
One influenza vaccine was recently FDA-approved
for an expanded age indication, and a second is
awaiting FDA decision later this year on an expanded age indication. In May 2016, the FDA approved
an expanded age indication for quadrivalent
Flucelvax (cell culture-based IIV; Seqirus, Inc.) for
immunization of persons 4 years of age and older
against influenza virus subtypes A and B. Flucelvax
had initially been FDA approved in November 2012
for vaccination of adults ages 18 and older. The FDA
is also anticipated to issue a decision in November
2016 regarding GSK’s application for an expanded
age indication for Flulaval (IIV; GSK) for persons 6
months of age and older. It is not yet known what
impact these age indications will have on vaccine
availability in the 2016-17 season.

For the 2014-15 flu season, the ACIP and CDC had
issued a preferential recommendation for the use of
LAIV in healthy children 2 through 8 years of age.
The 2014-15 recommendation had been based predominantly on data from two randomized control
trials of LAIV and IIV which had measured superior
efficacy of LAIV among young children during the
2002-03 and 2004-05 flu seasons. However, in February 2015, the ACIP and CDC did not renew the
preferential recommendation for LAIV, on the basis
of data showing poor VE of LAIV against influenza A
(H1N1) in the 2013-14 and 2014-15 seasons.

VACCINES FOR CHILDREN PROGRAM

The reason for the poorer overall performance of
LAIV compared to IIV over the last few flu seasons
is not well understood. It was initially hypothesized
that the reduced effectiveness was due to reduced
vaccine stability caused by a single amino acid mutation in the strain of influenza A (H1N1) that was
contained in LAIV in the 2013-14 season. As a result
a new H1N1 vaccine virus was used in LAIV formulations for the 2015-16 season. However, despite the
change in the H1N1 virus component of the LAIV
vaccine, VE data for the 2015-16 season again found
that LAIV was less effective than IIV.

RESOURCES

INFLUENZA VACCINE SUPPLY
The CDC anticipates that the supply of IIV for the
2016-17 season should be sufficient to meet any increase in demand resulting from the ACIP recommendation. Vaccine manufacturers have projected
that as many as 160 million doses of IIV and RIV
will be made available for the 2016-17 season. How-

The NYS VFC Program will make every effort to fill
VFC influenza vaccine orders this coming season, as
vaccine supplies allow. Influenza vaccine is not yet
available for the 2016-17 season, and it is not yet
known how VFC influenza vaccine availability will
be impacted by the ACIP recommendation. VFC
providers will be notified when influenza vaccine
orders open for the 2016-17 season, and the
NYSDOH will share information regarding vaccine
availability as such information becomes available.
• CDC. ACIP votes down use of LAIV for the 2016-2017 flu season. www.cdc.gov/media/releases/2016/s0622-laiv-flu.html.
• FDA Vaccines, Blood & Biologics. Flucelvax. www.fda.gov/
BiologicsBloodVaccines/ Vaccines/ApprovedProducts/
ucm328629.htm.
•
Flu
Supply
News.
List
of
Distributors.
www.flusupplynews.com/www.flusupplynews.com/Navigation/
FluSeason/ListofDistributors/List_of_Distributors.aspx.
• National Adult and Influenza Immunization Summit. Influenza Vaccine Availability Tracking System – IVATS.
www.izsummitpartners.org/ivats/.
• NYSDOH. Seasonal Influenza Information for Health Care
Providers. www.health.ny.gov/diseases/communicable/
influenza/seasonal/providers/.
• NYSDOH. New York State Vaccines for Children Program.
www.health.ny.gov/vfc.
• CDC. What You Should Know for the 2016-2017 Influenza
Season. www.cdc.gov/flu/about/season/flu-season-20162017.htm.
 NYSDOH. Immunization News. www.health.ny.gov/
prevention/immunization/immmunization_news.htm.
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PRESIDENT’S MESSAGE
GIVING UP PRIVATE PRACTICE AND THE CORPORATIZATION OF MEDICINE
(PART 1)
(Continued from page 1)

The difference between small practice and a large
corporation, of course, is that large corporations
have many monetary privileges that small businesses do not have. They have an economy of scale
to buy all they need at a much reduced cost. But,
what they really have is political and legal power.
They have the power to force insurance companies,
and government, to negotiate reasonable payment.
No individual small practice or even a big, or single
hospital, can do this! Northwell is now the largest
employer in NY state, and one of the largest medical provider companies in the country.
Patients come into my office and complain about
the large practice corporations limiting their time
with their doctors. They complain that their doctors are spending a good deal of the time on a computer and not with them. I do this to an extent too;
because I have to, in order to get payment and keep
my job.
Unfortunately, the corporate ethos of money being
the bottom line, has changed everything about
medicine and the way we practice. Gone is the humanism of “one-on-one” medicine. Gone is caring
about the patient first, and the money later. Gone is
taking the time to really care for and about the patient.
Now the notes on the computers have to justify the
payment; not the satisfaction of the person being
cared for. What my patient’s do not know is that
under the new system of “pay for performance,” if
the doctors don’t check off all the right boxes (like
did we ask if there are guns in the house), we could
be docked up to 9% of what is owed us from government, for lack of performance!
Doctors have become the hired help (and
what they do is more and more controlled
by corporate interests).
When my practice was my own practice, anyone
that walked in the door was cared for. Now the staff
(which I am just a part of and not the boss), has to
check eligibility before they can see me. My hours
used to be open, and any time patients were ill,
they knew they could just walk in. No longer. In the
“old days”, I would tell the nurses what to do and
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they would. We would figure out the money later.
Even at the hospital this was the way. Now the staff
tells me what I can and cannot do. There are progressive roadblocks for the patients to access care.
Doctors have lost autonomy, and patients
have lost more access to care.
My patients still think I am the boss. It is a rude
reality for them that I am not. They have become
more and more mistrustful of the system, for all
good reasons. They are no longer what is important, or the center of attention; no matter what
lip service they hear from those that control: they
know the truth.
5 and 10 years ago I would order what tests and
medications I felt would be best for my patients.
Now I look up on a computer screen that has their
drug plan loaded in it, to see what I can give them.
Now I have to look on “treatment guidelines” for
what testing I can even order.
Even with this, I will routinely get denied; and have
the choice to fight for the patient. No one pays us to
take the time and fight. It is a well-known fact that
with each road block the insurance companies and
government put up, fewer and fewer doctors will
fight it; and they know it will cost them less.

It has always been hard to fight city hall. And then,
if I decide to fight and pick up the phone to get permission (why should I have to get permission to
take care of my patient from another large corporation or government office?), I end up talking to a
low level non-qualified person looking on a computer screen telling me what corporate policy is. To
fight further I have to ask to have a qualified doctor
call me to discuss my patient’s case. If they do not
agree, I have to ask for an independent review that
can take days or weeks to happen. My patients are
not stupid. They see what is going on and they hate
it. More roadblocks for my patients to get care.
Doctors have lost authority in this system,
to do what we feel is right for our patients.
Then, if I get to order something what happens?
More and more my patients tell me that what I ordered is not covered (or at a cost that they cannot
afford). The companies and government cut what
seem to be little things that do not matter when
reading the contract (or you just get sent a new updated contract); until they do matter.
(Continued on page 15)
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CYBER THREATS, CYBER INSURANCE
By Kate Sellers, JD, CLU®, Asst. V.P., Charles
J. Sellers & Co., Inc.
It seems like just about every week, we hear about
another major corporation that has had its systems
compromised by a hacker, breaching the privacy of
its customers. But it’s not just major corporations
that are experiencing privacy breaches – small
businesses, including medical practices, are targets
too. And hacking incidents aren’t the only cyber
risk facing businesses today.
What’s the Risk?
Medical practices are at high risk of a privacy
breach because their systems hold both financial
and medical information. This information is valuable on the black market. In fact, medical records
can sell for as much as 20 times the price of stolen
credit card information. (“90% of Healthcare
Firms Hit by Cyber Risk: Ponemon,” Insurance
Journal, May 7, 2015). The increased digitization
and sharing of medical records also puts medical
practices at increased risk of a breach. (Experian
2016 Data Breach Industry Forecast).
Hackers aren’t the only cause of privacy breaches.
Employees can make mistakes that cause a breach,
such as losing a backup tape or accidentally emailing private information to the wrong recipient.
And, while most of the focus is on the security of
electronic systems, paper breaches still occur.
An annual study sponsored by IBM, the Ponemon
Institute Study, estimates the costs of a data
breach, including notification, lost business, and
other costs. The 2015 study estimated the average
cost of a data breach in the U.S. at $217 per
breached record. In a heavily regulated industry,
such as healthcare, however, the average cost is
higher – an estimated $398 per record.
Contributing to these costs in the
healthcare sector are the requirements under the HIPAA Breach Notification Rule
(45 CFR §§ 164.400-414). A covered entity
must notify individuals within sixty days
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after discovery that unsecured information
of patients has been or is reasonably believed to have been breached. Affected individuals must be notified by mail or by email if they have agreed to this in advance.
The entity must also notify the media if
more than 500 residents of a single state
are affected, as well as notifying the Secretary of Health & Human Services “without
delay.” If the breach affects 500 or more
individuals, information about the breach is
added to the “Wall of Shame” on the Health
& Human Services Website, a list of the data breaches affecting 500 or more individuals, including the entity’s name, the number of individuals affected, and a brief description of the breach. This list is available
at: https://ocrportal.hhs.gov/ocr/breach/
breach_report.jsf.
Another risk with a data breach is that your practice may be sued by a patient who claims to have
been harmed by the breach. While a private citizen
generally can’t sue under HIPAA, a creative plaintiff’s lawyer may be able to find a claim to bring
under state tort law. Some medical practices also
feel that they are protected from this kind of lawsuit because they have contracted with an EMR
vendor who has assured the security of the medical
records. While this type of agreement does offer
the practice some protection, the risk is not eliminated. If one of the practice’s employees mistakenly causes a data breach, for example, your vendor
will not be responsible for any harm that results.
And there are other cyber risks to be concerned
about as well. One form of cybercrime that’s
quickly on the rise is ransomware attacks. Ransomware is malicious software designed to block
access to a computer system until a ransom is paid.
The ransom is typically demanded in Bitcoin, a
digital currency that isn’t regulated by any government, and is therefore harder to trace. In 2015, the

(Continued on page 14)
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MLMIC.com
Two Park Avenue, New York, NY 10016 | (212) 576-9800 | (800) 275-6564

New York, NY | Latham, NY | Syracuse, NY | East Meadow, NY

The following risk management tip was published in the spring 2016 issue of Dateline. For a more detailed analysis
of the subject of treating friends and family, including two pertinent case studies, please visit MLMIC.com to review
the summer 2016 issue of Case Review.

Risk Management Tip #19 – Treating Patients with Whom You Have a Close Relationship

The Risk:
Physicians are often asked by close friends, relatives, or colleagues for medical advice, treatment, or prescriptions both inside and outside of the office. At times, these individuals may be seen at no charge as a courtesy.
Although the American Medical Association advises physicians not to treat immediate family members except
in cases of emergency, or when no one else is available, this practice continues to exist.
Unfortunately, over the years, we have seen a number of lawsuits filed against physicians by close friends,
colleagues, and even their own family members because of care provided by our insureds. The defense of
these suits is frequently hampered by the fact that there are often sparse or entirely non-existent medical records for the patient. The failure to maintain a medical record for every patient is defined as professional medical misconduct in Education Law § 6530(32). Providing care under these circumstances may pose unique
risks. Here are some suggestions on how to handle these situations:

Recommendations:


Always create a medical record for friends, relatives, and colleagues for whom you provide care of any kind.



All patient encounters must be documented in the medical record, including those that occur outside the medical
office.



A thorough medication history should be obtained to avoid potential drug interactions and identify any contraindications.



Take a complete history when seeing friends, relatives, or colleagues as patients. If indicated, this should include
issues that may be uncomfortable to discuss such as the use of psychotropic medications and sexual history.



Perform a thorough physical examination. Sensitive portions of a physical examination should not be deferred
when pertinent to the patient’s complaints. These may include a breast, pelvic, or rectal examination. A chaperone
may be necessary for those portions of the exam.



Do not write prescriptions for individuals with whom you do not have an established professional relationship and
always document the reasons for prescribing the medication and dose. If narcotics are prescribed, the Prescription
Monitoring Program (I-STOP) must be checked.



If a surgical procedure is to be performed, a signed informed consent must be present in the record, with accompanying documentation that the requisite risks, benefits, and alternatives to the treatment have been discussed with
the patient.

This article has been reprinted with permission from: MLMIC Dateline (Spring 2016, Vol. 15, No. 2), published by Medical Liability Mutual Insurance Company, 2 Park Avenue, Room 2500, New York, NY 10016. Copyright ©2016 by Medical Liability Mutual Insurance Company. All Rights Reserved. No part of this article may be reproduced or transmitted in any form or by any
means, electronic, photocopying, or otherwise, without the written permission of MLMIC.
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CYBER THREATS, CYBER INSURANCE
By Kate Sellers, JD, CLU®, Asst. V.P., Charles
J. Sellers & Co., Inc.
(Continued from Page 11)

FBI received 1,838 complaints of ransomware, and
estimates that victims lost more than $23.7 million. (“Under Pressure to Digitize Data, Hospitals
are Hackers’ New Target,” Washington Post, April
1, 2016). At our agency, we’ve heard from many
medical practices of all sizes that they’ve experienced one or more ransomware attacks in the last
six months or so.
Insurance to Protect Your Practice
Your technological safeguards and the proper
training of employees are critical to defend your
practice. But because even the best preventative
measures can fail, insurance is available. Your
practice’s general property and liability insurance
policy generally will not cover most potential cyber
losses. You need additional insurance coverage,
which is available as an endorsement to some Business Owners Policies. Separate, stand-alone policies are also available, which tend to offer higher
limits and broader coverage.

Most policies offer coverage for many of the costs
your practice would incur to manage a breach
event. These include breach investigation costs
(such as computer forensics experts and legal consultations), breach notification costs, and public
relations costs. One of the most significant benefits
of this insurance coverage is that the insurance
companies have already vetted experts on breach
management and negotiated fees with them that,
as an individual business, you would not have the
bargaining power to obtain. Getting the right assistance quickly after a breach can help contain the
overall cost of the event.
Cyber insurance policies vary, but most will cover
breaches caused by employee errors or hacking.
Paper breaches, as well as electronic ones, are covered by most policies. These policies can provide
liability coverage for suits brought against the
practice by a patient alleging harm from a breach.
Some policies will cover suits brought by an employee who claims to have been harmed by a privacy breach as well. This type of coverage covers defense costs (including attorney fees) as well as
providing indemnity for a settlement or judgment,
up to the limit of liability purchased.
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A breach event can bring with it a regulatory investigation at the state or federal level, which would
cost your practice time and money. Some policies
offer coverage for regulatory investigation costs,
including attorneys’ fees and employee overtime.
While some policies offer coverage for regulatory
fines and penalties, these are not likely to be
deemed insurable in New York State.
Other items that can be covered by cyber insurance
include:









The costs to repair damage to your computer
systems and data from a breach or other cybercrime;
Business Interruption coverage to help replace
income that your practice may lose if normal
operations are disrupted due to a cyber event;
Losses from cybercrime such as unauthorized
electronic funds transfer;
Cyber threats and extortion losses, where a
hacker threatens to harm your network or release confidential information; and
Losses from phishing scams.

There are side benefits to applying for and obtaining cyber liability or data breach insurance coverage. As with other types of insurance, the application is designed to measure the risk your business
presents to the insurance company. As such, the
application process is a good review of your IT
safeguards, such as password protection, firewalls,
antivirus software, criminal background checks on
employees, restricted access to data, and encryption of mobile devices. And, because it is in the best
interest of the insurance company as well as in the
best interest of the insured customer to prevent a
breach, the insurance companies provide their customers with helpful breach prevention resources,
such as risk assessment tools and online employee
training.
The premium for this coverage varies, depending
on, among other things, the size of the practice and
the types and limits of coverage selected. An insurance agent experienced in cyber insurance for
medical practices can help you review the available
options so that you can choose coverage with the
cost/benefit balance that works for you. Many experts say that it is a matter of when, not if, a business will experience a cyber or data breach event.
For this reason, it is important for all businesses to
consider this insurance coverage.
᠅
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state by state.

GIVING UP PRIVATE
TION OF MEDICINE
(PART 1)

Patients may be aware that the medical liability system is adding to the cost of their
care, but not nearly to the extent that it impacts them directly.

PRACTICE AND THE CORPORATIZA-

(Continued from page 8)

Weekly patients tell me that after years of blood
products being covered by insurance, with changes
made by converting to an “improved plan”, that
suddenly bills of thousands of dollars in patientresponsible payments start showing up. It took
many calls to find out the coverage for blood products had been dropped. And this is with a premium
increase too!
Daily patients will come back from the pharmacy
and tell me that they cannot afford the medicine I
prescribed, and ask for a cheaper medicine (even
when it is not as effective).
This “cost shifting,” which is so prevalent now by
insurance companies, was started by government.
What is happening is that when the government
does something to cut its costs, because it is running out of money; the insurance companies copy
that, and do it to increase profits. And, because the
government did it first, the government Insurance
regulators cannot say anything to the insurance
companies for doing the same thing! Insurance
more and more is becoming very limited in what it
will do for the average patient in an average year.
What is worse is that even with this cost shifting,
premiums are skyrocketing. What else is skyrocketing is the salaries of the insurance corporate heads
and their buildings.
Doctors are extremely aware and concerned about the ever increasing cost of
medical care, that leads to limited care for
our patients.
We doctors tend to blame the lawyers for most of
the high cost of medicine, but it is not just them. It
has become the whole system in the US, that is
clearly broken. On the other hand, the cost of litigation against hospitals and doctors is a major contributor to the ever increasing cost of medical care.
Doctors have been successful in some states to get
tort reform, which has resulted in a significant drop
in costs. In NYS, we have the highest insurance
costs in the US, and twice the second costliest state
that is Pennsylvania! We desperately need tort reform; and it should be national reform, not just

Many of my older patients, and a significant
amount of younger ones on the new “Affordable
Care Act” plans, are losing their primary care doctors, and have to find new ones. They are bewildered by this. Simply put, these large corporate
practices limit Medicare and Medicaid enrolments.
Especially on new Medicare and Medicaid plans
that lose money. Elderly people get sucked into
these plans being told that their medical visits and
drugs will be covered. What they don’t see is all the
fine print about what is not covered. In my opinion
this is no better than the multiple scams the elderly
are subjected to, in the mail and on the web, to get
them to sign up for services that they either do not
need, or short change them. This is just more corporate greed at work. And, as for government plans
allowing you to keep your doctors, what a joke that
is! Every week I see a new patient because their
doctor no longer takes their insurance; and I lose a
patient for the same reason. Is that a system that
makes sense?
Doctors are very concerned about the lack
of continuity of patient care; and the lack of
choice.
All of this has a great effect on people’s doctors. We
have lost professional authority and autonomy in
our care of patients. We are subjected to countless
mandated reviews, and intrusions on our practice
of medicine. We are forced to spend hours documenting on computers to prove our worth and defend our payments. And, we are forced to work in a
production mode instead of a caring mode. The cornerstone of a medical practice is the doctor-patient
relationship; which is being attacked on every front,
every day. The practice of medicine is being destroyed. You may say, as government and the insurance industry people do, that all this is to protect
patients and to ensure quality in the care provided
(i.e. cut costs), but the cost of medicine just keeps
going through the roof. The number of law suits
continues to grow, medical accidents are on the
raise, while our patients are more dissatisfied than
ever.
(Continued on page 16)
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PRESIDENT’S MESSAGE
GIVING UP PRIVATE
TION OF MEDICINE
(PART 1)

PRACTICE AND THE CORPORATIZA-

(Continued from page 15)

Prime Medical/Dental/Office Space
Available
One Byram Brook Place
Armonk, New York

The strain on society in general is progressive, and
harming everyone. Insurance companies and government want to control us, because we spend  Entire main level of 12,332 SF available.
Divisions possible.
“their” money on our patients. But nothing they have
done has worked, and none of what they want to ac-  Located at Exit 3 of Rt 684 immediately off
complish has come to pass; just the opposite in fact.
exit ramp
Why? Because they are not the doctors, and they can
 Multiple bathrooms and sinks in place
never be doctors.
The profession of medicine is being destroyed to in-  Ample Parking
crease profit for corporations and limit expenses for  24/7/365 building access
government. Not only do doctors lose in this situation, but eventually our patients and society at large  On site ownership and management
are the big losers.
Exclusive Leasing Agent:
Instead of controlling doctors and beating us down,
they need to work with us to find answers. The only
way that will happen is if we as physicians, together
with our patients, stand as one to make it happen.
᠅

Howard E. Greenberg, SIOR
Howard Properties, Ltd.
P: 914 997 0300
C: 914 629 7364
howard@howprop.com

June 2016
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Mark Your Calendars!
Upcoming WCMS Board Meetings:
All Board meetings are held on Thursdays beginning at 6:00pm in the WCMS Headquarters located at 333 Westchester Avenue, Suite LN01 in
White Plains, NY. If you are interested in attending a meeting, please call or email our office.

September 8
October 13
November 10

December 8
January 12
February 9
March 9
April 13
May 11
June 8
(914) 967-9100—jmiller@wcms.org
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SEVEN DAY INITIAL OPIOID PRESCRIBING LIMITATION EFFECTIVE ON FRIDAY, JULY
22ND
Friday, July 22, 2016 prescribing limitations will
go into effect for prescribers under a new law
signed as part of New York State’s efforts to curb
opioid abuse. The measure limits to seven days
the prescription of Schedule II, III, or IV opioid
upon initial consultation or treatment of acute
pain.

 Under the NYS Public Health law “acute pain”
is defined to mean pain, whether resulting from
disease, accidental or intentional trauma or other
cause that the practitioner reasonably expects to
last only a short period of time. Such
term SHALL NOTinclude chronic pain, pain being treated as part of cancer care, hospice or other
end-of-life- care or pain being treated as part of
palliative care practices.
 The new limitation applies to the initial prescription ONLY. The measure gives flexibility to
the prescriber to, upon any subsequent consultations for the same pain, issue any appropriate renewal, refill or new prescription for the opioid or
any other drug consistent with existing 30-day or
90-day statutory limits for Schedule II, III and IV
medications.
 The measure also limits application of co-pays
for the limited initial prescription of an opioid to
either (i) proportionate amount between the copayment for a thirty day supply and the amount of
drugs the patient was prescribed or the equivalent
to the copay for the full thirty-day supply provided
that no additional copays may be charged for any
additional prescriptions for the remainder of the
thirty-day supply.
The New York State Department of Health has put
into place temporary procedure for billing for
the Medicaid Fee for Service Program. The
department’s letter can be found HERE.
 The letter does stipulate that pharmacists are
NOT required to verify with the prescriber whether an opioid prescription writer for greater than a
seven-day period.
Additional information on opioids and this law
may be obtained by contacting the NYS Department of Health’s Bureau of Narcotic Enforcement
at 1-866-811-7957 or click HERE.
 For billing questions please contact CSC at 1-

P a g e | 20

800-343-9000.
Questions specific to Medicaid FFS policy can be
directed to ppno@health.ny.gov or call 518-4863209.
᠅

FROM THE EDITOR...
PETER J. ACKER, MD
EVOLUTIONARY PEDIATRICS
(Continued from page 2)
As the winds receded, so did the excitement and
it was replaced with the more sobering practicality
of living without power. Many, I’m sure, had an
initial feeling of “that wasn’t so bad” until over the
next days news trickled in of the awful destruction
in the Catskills, Vermont and Northern New Jersey. And then, worse, the loss of life. In particular I was moved by the death of a local psychiatrist, Dr. Peter Engel who drowned while rafting
on the Croton River. He was by all accounts a beloved and admired physician and a highly skilled
whitewater rafter. It stirred yet another memory
– of me body surfing in the Pacific coast of El Salvador last January (at the end of a medical mission there). Similarly, I am an experienced body
surfer (in my early 20’s, I spent 4 weeks camping
out on Pie de La Cuesta, a small Mexican village
north of Acapulco and riding monster waves day
after day). Also, I was a champion competitive
swimmer. Yet one wave caught me and I was
powerless to change my tumbling trajectory which
ended with me being slammed head first into the
sand. My shoulder took the brunt of the impact
and left me with an AC separation which took 2
months to heal. As I thought back on the experience, I felt a chill as I thought about how the
slightest shift could have resulted in a fatal cervical fracture. I felt a sense of chagrin about my
casual attitude toward the coming of the storm.
In the words of Dante, “And as he, who with laboring breath has escaped from the deep to the
shore, turns to the perilous waters and gazes.”
᠅
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